Unfortunately, the comparison between the two populations suffers from a significant flaw. It is unclear whether there was any data on the indication for the gastrostomy. If there was, it was not presented as part of the demographics. This represents an important confounder. If the two populations had very different indications for the gastrostomy, the groups are not comparable on entry.
Recognizing that this is a retrospective analysis of existing data, if the indications data are not available, this should be discussed as a weakness throughout the paper.
Another minor point. On line 10, the authors state "Aspiration leads to recurrent episodes of pneumonia". This relationship is poorly understood, albeit heavily studied, and the term "associated with" would be preferred to "lead to"
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Reviewer 1
Reviewer Name: Einar Arnbjörnsson 1. Well written manuscript of clinical interest and well worth publication.
We thank Dr Arnbjörnsson for their kind comment.
Reviewer 2
Reviewer Name: Natália Martins 1. Title: please replace "insertion" by "placement" Thank you for this comment, we have changed the title. (Text amended as below)
Outcomes following percutaneous endoscopic gastrostomy placement in patients with learning disability 2. No reference to follow-up period was made in abstract section Thank you for pointing out this omission, the follow-up period is now referenced in the abstract (Text amended as below) 214 subjects with LD had a PEG inserted including 743.4 person years follow-up.
3. Please remove information regarding ethics committee approval from statistical analysis and include it at the beginning of methods section Thank you for this comment, the positioning of the ethics statement has been moved to the "data source" section at the start of the methods section as suggested. (Text amended) 4. Mortality results/statistical analysis: why cox regression analysis was not used, instead of poisson regression?
Both are part of the family of survival analysis though their assumptions differ. Poisson regression models were used as incidence rate ratios are easier to interpret.
Prompted by the reviewer's comment a Cox regression was constructed for tables 3 and 4 (both of which use a Poisson model in the manuscript).
For LRTI within 1 year of PEG placement ( This demonstrates that although there is some minor variation in the associations observed between Cox and Poisson they were not altering our conclusion or have changed considerably our effect sizes. As Poisson is the model we mentioned in the protocol we have not made any changes.
Reviewer 3
Reviewer Name: David Seres 1. Unfortunately, the comparison between the two populations suffers from a significant flaw. It is unclear whether there was any data on the indication for the gastrostomy. If there was, it was not presented as part of the demographics. This represents an important confounder. If the two populations had very different indications for the gastrostomy, the groups are not comparable on entry. Recognizing that this is a retrospective analysis of existing data, if the indications data are not available, this should be discussed as a weakness throughout the paper.
We thank the reviewer for making this important point, this is a limitation of the study as indication data is not available. However, the indication for PEG will always be inadequate nutrition due to failure of the oral route even if the precise reason for failure is unclear. It is likely that the reasons will be multi-factorial. By seeking out patients with respiratory tract infection we seek to compare those subjects in whom recurrent pneumonia (associated with aspiration) is a component o that multifactorial indication. (The text of the discussion has been amended to acknowledge this limitation)
The indication for PEG placement, e.g. dysphagia, recurrent aspiration or insufficient calorific intake, could not be identified in this study, which is a significant limitation. It is accepted that PEG placement will be for inadequate oral nutrition which may have multi-factorial causes. By seeking respiratory tract infections within 1 year prior to PEG placement, subjects in whom this is a component of the indication for PEG placement are identified and compared to those with other indications.
2. Another minor point. On line 10, the authors state "Aspiration leads to recurrent episodes of pneumonia". This relationship is poorly understood, albeit heavily studied, and the term "associated with" would be preferred to "lead to" 
GENERAL COMMENTS
All the requested changes were done! Accept.
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David S Seres
Columbia University Medical Center, New York, USA I have no commercial competing interests. I have published and am researching in the area of feeding gastrostomy-related complications and indications.
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GENERAL COMMENTS
The authors present a very important set of findings, reporting that feeding gastrostomy does not reduce the incidence of pneumonia in subjects with learning disabilities. The assumption that feeding gastrostomy and nil per os provides protection from pneumonia is the driving force behind an unacceptable rate of coerced and unnecessary surgical procedures (percutaneous gastrostomy included as "surgical") in multiple patient populations and with attendant morbidity and loss of quality of life. Kudos for this elegant demonstration.
There are a few areas for adjustment that would be helpful.
Unless there is assurance that all of the feeding gastrostomies were endoscopically placed, PEG is not a generic term. Suggest feeding gastrostomy (FG) if some were surgical and/or performed by interventional radiology.
Particularly in the abstract, but also throughout, I was confused as to the population studied by the terminology of exposed/not exposed. I would suggest that in this study the exposure is FG placement, and the comparison is pre-vs post-procedure LRTI. The presence of pre-procedure LRTI is an important comorbidity for which it is necessary to control. Please consider revising terminology, or at the least stating explicitly that the study included all those undergoing FG, comparing whether LRTI rates changed pre-vs post-procedure, and comparing high vs low risk patients (as you've done).
On page 8, in the section "Rate of respiratory tract infections before and after PEG placement", you compare the LRTI rates of all subjects. It is unclear as to why you did not also compare the two groups, separately, as you did with mortality. If you thought it inappropriate (inadequate sample size, etc.) please provide this.
In the following section "Mortality", it would be interesting to know if there is any historical control, for example those for whom FG was recommended but the procedure was rejected. This has been used as a means for offering a different control group with similar entry criteria. Even if not randomized, this cohort approach, with comparison of FG vs no FG, has provided strong evidence for non-benefit in advanced dementia. If this type of data is not available, please disregard my comment, but consider adding this to the discussion.
Following on my comments about Rate of Respiratory Infections section, the second sentence of the Results section on page 9 could be strengthened by indicating that this was the combined total population of those receiving FG.
VERSION 2 -AUTHOR RESPONSE
Reviewer 2
Reviewer Name: Natália Martins
Thank you for this kind comment.
Reviewer 3
Reviewer Name: David Seres 1. Unless there is assurance that all of the feeding gastrostomies were endoscopically placed, PEG is not a generic term. Suggest feeding gastrostomy (FG) if some were surgical and/or performed by interventional radiology.
Thank you for this comment. All references to "PEG" have been replaced with feeding gastrostomy (FG) in acknowledgement of the alternative routes of gastrostomy insertion. (Text amended) 2. Particularly in the abstract, but also throughout, I was confused as to the population studied by the terminology of exposed/not exposed. I would suggest that in this study the exposure is FG placement, and the comparison is pre-vs post-procedure LRTI. The presence of pre-procedure LRTI is an important comorbidity for which it is necessary to control. Please consider revising terminology, or at the least stating explicitly that the study included all that undergoing FG, comparing whether LRTI rates changed pre-vs post-procedure, and comparing high vs low risk patients (as you've done).
We thank the reviewer for this insightful comment aimed at improving the overall clarity of the manuscript. The terminology "exposed" and "unexposed" patients have been removed. LRTI in the Year Prior to feeding gastrostomy placement are identified by the LYP acronym throughout the manuscript. (Text amended) Patients were segregated by those with coded lower respiratory tract infection (LRTI) including specific aspiration pneumonia codes within 1 year prior (LYP) to FG placement and those without (non-LYP). LYP Patients were considered to be those at high risk for aspiration.
The abstract "Setting and Participants" and "Main outcome Measures" section has also been edited as below.
Setting and participants: The study population included patients with LD undergoing FG placement in the 'The Health Improvement Network' database. Patients with LRTI in the year prior (LYP) to their FG placement were compared to patients without a history of LRTI prior (non-LYP) to FG placement. FG placement and LD were identified using Read codes previously developed by an expert panel.
Main outcome measures: Incidence rate ratio (IRR) of developing LRTI and mortality following FG, comparing patients with LRTI in the year prior to FG placement to patients without a history of LRTI.
The main outcome measures was the incidence rate ratio (IRR) of developing LRTI and mortality following FG, comparing patients with LRTI in the year prior to FG placement to patients without a history of LRTI.
3. On page 8, in the section "Rate of respiratory tract infections before and after PEG placement", you compare the LRTI rates of all subjects. It is unclear as to why you did not also compare the two groups, separately, as you did with mortality. If you thought it inappropriate (inadequate sample size, etc.) please provide this.
Thank you for pointing out this apparent discrepancy. All analyses done for mortality have also been done for LRTI. This subheading of the manuscript describes rates of LRTI 1 year before feeding gastrostomy to rates in the year after gastrostomy. The rates of LRTI following LRTI following feeding gastrostomy placement are described above this, the heading of which has been adjusted to aid the reader in finding this. (Text amended) "Lower respiratory tract infection in the year after Feeding Gastrostomy placement" "Lower respiratory tract infections in the whole follow-up period"
The text of the paragraph in question is included below:
40 patients developed LRTI within 1 year of FG placement, which was more common in the LYP patients compared to the non-LYP group; IR 606 per 1000-person years and 149 per 1000-person years respectively. IRR 4.07 (95% CI: 2.09 -8.06), (p<0.001).
The Health Improvement Network (THIN) is a primary care database with data gathered through Read codes entries, inputted by general practitioners. Unfortunately, no Read code pertaining to feeding gastrostomies provides sufficient granularity in order to answer this specific question. We appreciate the benefit of such a study design to the research question, and have highlighted the challenges surrounding such an analysis on the THIN database at the end of the 7th paragraph. (text amended)
Unfortunately, READ codes describing treatment decisions around FG placement also prevented identification of a cohort in whom FG placement was recommended but rejected. Therefore, comparison of a cohort with FG in-situ to a control group without FG was not feasible.
5. Following on my comments about Rate of Respiratory Infections section, the second sentence of the Results section on page 9 could be strengthened by indicating that this was the combined total population of those receiving FG.
Thank you for this comment, we have amended the second sentence of the results section as suggested. (Text amended as below)
The median age of the total cohort was 27.6 (IQR 19.6-38.6) years and 53.7% were male. 
GENERAL COMMENTS
Well done.
